son; provides support based on individual goals, preferences, and biography; preserves autonomy; promotes social connection; and is planned and carried out in relationship with the person and his or her family (Behrens et al., 2019; Kogan, Wilber, & Mosqueda, 2016; Scales et al., 2017; Washburn & Grossman, 2017) . There is also a growing recognition that the social context of care as well as the organizational and structural characteristics of the care setting influence the ability of an organization to engage in PCC (Kitson et al., 2012; Siegel et al., 2012) .
The development of PCC practices has been accompanied by the need for reliable and valid measures that can be used in research to identify and implement evidencebased best practices and to develop interventions to improve resident outcomes. Multiple measures of PCC from the perspectives of providers have been developed and had their psychometric properties evaluated (e.g., Edvardsson & Innes, 2010; Wilberforce et al., 2016) . Similarly, an international consortium called "Worldwide Elements To Harmonize Research In LTC Living Environments" (WE-THRIVE) identified common data elements for use in cross-national PCC research-partly in response to the World Health Organization's call for comparative measurement for use in changing health 877975G GMXXX10.1177/2333721419877975Gerontology and Geriatric MedicineWhite et al. (Corazzini et al., 2019) . PCC is one of the four domains identified by the WE-THRIVE consortium. The other domains are the organizational context, workforce and staffing, and care outcomes.
In spite of multiple efforts to develop and improve measurement of PCC, relatively little PCC research has involved recipients of LTC services. Applebaum, Uman, and Straker (2006) argued that improvements in quality of services cannot be made without hearing from consumers of services. Harrison and Frampton (2017) , among others, note that residents rarely participate in evaluation of efforts to change culture in nursing homes (NHs) in ways that will contribute to PCC. It is particularly important to hear these voices, because preferences and priorities of residents are often quite different than those of staff and family (White et al., 2012; Whitlatch, Piiparinen, & Feinberg, 2009 ).
To remedy this situation, measures have been developed that directly involve LTC consumers. For instance, measures such as the Preferences for Everyday Living Instrument (PELI; Van Haitsma, Curyto, et al., 2012) can be used across different settings to identify areas of importance to residents and to promote individualized care planning that incorporates very specific preferences. Similarly, the Values and Preferences Scale (VPS; Whitlatch et al., 2005) focused on the importance of values and preferences of people with cognitive impairment as well as their family members' perceptions of their ratings of importance. Zimmerman et al. (2015) have developed a measure of Person-Centered Practices in Assisted Living (PC-PAL) which asks residents to rate their experience with various PCC practices identified by residents. What is missing, however, is a measure that incorporates ratings of importance and experience concurrently. Little research has focused on the impact of discrepancies between desired and received support in LTC settings. Research conducted in other areas has found poorer psychological well-being when preferences for support in community settings are not met (e.g., Reynolds & Perrin, 2004; Suitor, Gilligan, & Pillemer, 2012) . Similar research is needed in LTC settings focusing specifically on PCC from the perspectives of residents. This requires measures which can be used to determine whether practices thought to be person-centered are felt to be person-centered by the resident who is the recipient of those support practices.
To address this gap in PCC research, the current study introduces the Resident VIEW (Voicing Importance, Experience, and Well-being). It is a measure intended to enable researchers and providers to learn directly from residents what is and what is not important to them, how their experiences in receiving or not receiving support align with those preferences, and the implications of congruence or incongruence between importance and experience for their well-being and satisfaction with care. This article describes the conceptual framework guiding measurement development, the process of generating and evaluating items, and the initial results from validating the Resident VIEW with a sample of NH residents. We describe the sample and examine the association between importance and experience with resident wellbeing. For residents to experience support as person-centered, it needs to be provided in a way that is consistent with what matters most to them, or in ways they find to be very important in their daily lives. As such, we hypothesize that congruence in these elements will contribute to resident well-being-that is, receiving an item will be associated more strongly with positive resident outcomes (i.e., depressive symptoms and reported quality of life) among residents who rated that item to be important for their lives.
Conceptual Framework for the Resident VIEW
The Resident VIEW has its roots in the development of the Person-Directed Care Staff Assessment measure (PDC-SA; White, Newton-Curtis, & Lyons, 2008) . PDC-SA was created to evaluate changes in persondirected practices in multiple settings, including NHs and assisted living (AL) communities, and through home care (White et al., 2008; Wilberforce et al., 2016) . It includes five subscales reflecting dimensions identified in the extant literature (personhood, knowing the person, autonomy and choice, relationships, and care) and three subscales related to the organizational and physical environment context. Building on this background, the conceptual framework used to develop the Resident VIEW is presented in Figure 1 . Personhood holds the central focus with the acknowledgment that each person has inherent value and is worthy of respect (e.g., Coyle & Williams, 2001; Crandall, White, Schuldheis, & Talerico, 2007; Kitwood, 1997; White et al., 2008) . The framework identifies five areas of practice that directly support and reinforce personhood: knowing the person (e.g., Boise & White, 2004; Talerico, O'Brien, & Swafford, 2003) , supporting autonomy and choice (e.g., Burack, Reinhardt, & Weiner, 2012; Crandall et al., 2007) , nurturing relationships (e.g., Kane et al., 2003; McGilton, Sidani, Boscart, Guruge, & Brown, 2012; Roberts & Bowers, 2015) , personalizing care (e.g., Crandall et al., 2007; Rader, 1995; Sloane et al., 2013) , and providing opportunities for meaningful activity (Edvardsson, Petersson, Sjogren, Lundkvist, & Sandman, 2013; Estabrooks et al., 2015; Mansbach, Mace, Clark, & Firth, 2017) . This framework also acknowledges the contribution of the environment, both physical and organizational, as well as the social structure within which PCC practices are facilitated or constrained (Casper, Cooke, O'Rourke, & MacDonald, 2013; Chadbury, Hung, & Badger, 2013; Siegel et al., 2012) . Drawing from multiple disciplines and approaches to support the populations served in LTC settings, the Resident VIEW seeks to be comprehensive in examining and documenting PCC practices and the context in which they occur.
Method

Item Development
To move from the conceptual model to a validated measure, it was critical to engage residents directly, soliciting their insight and expertise as LTC residents in different types of settings. This was accomplished through cognitive interviews. Cognitive interviewing involves asking those who are most knowledgeable about an issue or condition to participate in constructing or evaluating measures related to that issue or condition (Ahmed, Bestall, Payne, Noble, & Ahedzai, 2009; Buers et al., 2014; Peterson, Peterson, & Powell, 2017; Willis, 2011) . Cognitive interviewing helps to ensure that items within a measure are comprehensible and meaningful to the person who is asked to respond to them and that the researcher and respondent have a shared understanding of the content and intent of each item. Cognitive interviewing can take many forms. For the Resident VIEW, open-ended questions were used to generate items, and both probing and think-out-loud methods were used to evaluate these proposed items and others proposed by the research team. Each resident answered questions about only one PCC domain. Each domain was reviewed by at least two residents across the three settings. The first set of questions dealt with the domain of interest: "What do you think about when you hear the word [domain name]?" Residents were then given a copy of the definition generated by the research team and asked a series of questions (e.g., "What do you think about this description?" "Does this make sense to you?" "Is this [domain name] important to you?"). "Personhood" was the domain name that did not make sense to residents. One resident proposed and others agreed that "treated like a person" was a better term.
Next, residents received a list of 10 to 19 items based on the PDC-SA project and the literature to reflect the domain. Participants were asked how they would answer the question, what was a better way of asking the question, how important the question was for understanding the domain, and what other questions should be asked. Several items emerged from this process including "enjoy the view from my window" and staff "having things in common with me." Finally, residents were asked about response categories to use in the final instrument. They were handed a copy of a 3-and 4-point response category for frequency (i.e., yes, some, no; or all of the time, some of the time, rarely, never). To determine the value of the experience, they were asked whether we should use "importance" or "it matters." Participants were evenly divided between preferences for these terms. We decided to use "importance" because it was understood by most.
Item development was followed by a feasibility test, which allowed us to determine whether residents could respond to items in all eight domains and whether random sampling of residents was possible in these three types of settings. A convenience sample of care settings was used and residents were randomly sampled from within those settings. Included were six residents living in assisted living or residential care, six in adult foster care, and five in NHs. Additional information about the sample is presented in the final report (White, Elliott, & Hasworth, 2016) . In addition to the Resident VIEW, the research protocol incorporated other established measures critical for obtaining evidence of validity (e.g., predictive and discriminant validity) for the Resident VIEW. These additional measures administered in the feasibility test included the Montreal Cognitive Assessment (MoCA; Nasreddine et al., 2005) , the Quality of Life for Alzheimer's Disease (QOL-AD; Logsdon, Gibbons, McCurry, & Terri, 2002) , Katz Index of Independence in Activities of Daily Living (Hartigen, 2007; McCabe, 2019) , Patient Health Questionnaire (PHQ-9; , and satisfaction items based on the work of Kane, Lum, Cutler, Degenholtz, and Yu (2007) .
Results indicated that the proposed research protocol was feasible and could be successfully implemented in a larger validation study (White et al., 2016) . The feasibility test allowed refinement of items. The resulting Resident VIEW measure totals 63 separate items across the eight domains. Although a 4-point rating was originally used in the feasibility study, it proved too difficult for many residents to rate, especially those in NHs and those with some cognitive impairment. As a result, response categories used in the validation study for rating the importance of these items were "not at all," "somewhat," and "very important." Similarly, response categories for the experience ratings were "no," "some," and "yes."
Sample and Procedures for Validation Testing
Nursing home sample. Ninety-three NHs were selected randomly within a 100-mile radius of Portland State University stratified by rural/urban setting, profit and not-forprofit designation, and quality. Quality was operationalized by regulatory compliance (above or below the median number of survey deficiencies). Recruitment included publicizing the study through the professional associations (e.g., LeadingAge Oregon, Oregon Health Care Association), sending all NH administrators information about the study, and reaching out by phone. We emphasized that the purpose of the study was to evaluate the Resident VIEW and not the NH.
We met our goal to recruit NHs in each stratum, ultimately recruiting 32 NHs where at least one interview was completed. Eighty-five NHs were contacted at least once. Twenty administrators declined to participate and contact was not possible with 19 other NHs despite four to nine attempts. Recruitment stopped within each stratum once the target sample was achieved; eight NHs were not contacted because the stratum was filled. The size of the NHs ranged from a capacity of six to 148 residents, with 53 as the median number of beds. Our analysis comparing facilities in and out of our sample showed few significant differences in terms of NH characteristics (e.g., number of deficiencies, size) or resident characteristics (e.g., percentages of gender, race/ethnicity, Medicaid recipients, long-and short-stay, and quality measures). The differences that we did observe were in unexpected directions. For instance, responding NHs had a slightly higher prevalence of depression among long-stay residents compared with their nonresponding counterparts (data not shown; available from the first author).
Resident sample. Residents were selected randomly from participating NHs, most often using the resident census or other list provided by the NH. All residents were eligible for participation except non-English speakers, those who were comatose or had altered levels of consciousness, those who were too ill to participate, or those who were nonverbal and unable to communicate. Residents were not screened for cognitive functioning as part of the eligibility criteria, although interviewers did administer the MoCA as part of the research protocol (Nasreddine et al., 2005) . Considering that people with significant cognitive impairment can provide meaningful and consistent responses about their preferences (Feinberg & Whitlatch, 2001; Whitlatch, Feinberg, & Tucke, 2005) , our purpose was to determine at what level of cognitive functioning residents are able to respond meaningfully to the Resident VIEW. Interviews were conducted between December 2017 and August 2018.
Ultimately, complete Resident VIEW data were obtained from 258 residents. Additional interviews were initiated, but not completed (n = 102). The major reason for incomplete interviews was cognitive impairment (60%) demonstrated through the resident's inability to track questions or respond in meaningful ways (e.g., agreeing with everything, talking about other things in spite of efforts at redirection). About 20% were unable to communicate, typically due to language difficulties, and another 20% of residents elected to discontinue the interview because of fatigue, scheduled therapy, or the person received a visitor.
Results
We start this section by describing the characteristics of the sample, which are presented in Table 1 . Both unweighted and weighted statistics are provided. Weights were used to account for stratification and clustering in the study design. As in most LTC settings, this sample was predominantly women. Most residents had lived in the NH for less than a year, but over two thirds were considered long-stay residents. One in five had been in the NH for more than 2 years. Just over half shared rooms and most received financial support through Medicaid. About half were over the age of 75 years, a slightly younger population than Oregon NH residents as a whole (Mendez-Luck, Luck, Larson, & Dyer, 2018) . The NH resident sample was somewhat less diverse (94% White-weighted) than the Oregon NH population as a whole (87% White). About 30% of the NH residents lived in rural communities compared with Note. Missing data ranged between 22 and 25 participants for each of these items. Most (22) were from one nursing home where the administrative staff was not available to provide the information in spite of multiple attempts. a Weights were used to account for stratification and clustering in the study design, allowing for generalization of findings to coverage area (see text for details).
20% of Oregon's general population (U.S. Census Bureau, 2010). All except five residents completed additional measures, including the satisfaction items, QOL-AD, and the PHQ-9. With respect to the satisfaction measures, well over 80% of the residents reported they were satisfied (51.5% weighted) or very satisfied (34.1% weighted) with the NH as a place to live. Similar weighted ratings were given to the NH as a place to receive care (49.7% satisfied; 39.6% very satisfied), and most residents (83.3%) would recommend the NH to someone else. The PHQ-9 contains nine symptoms of depression with ratings from 0 = not at all, 1 = several days, 2 = more than half the days, to 3 = nearly every day. The mean item score (n = 257) was .80 (SD = .61), which indicates mild levels of depression for the sample (Cronbach's alpha = .79). Eleven items from the QOL-AD scale were used (1 = poor, 2 = fair, 3 = good, 4 = excellent). Quality of life related to marriage was not used because of high rates of widowhood and unmarried status of NH residents. The mean score per item (n = 257) was 2.6 (SD = .53) suggesting that residents rated their quality of life between "fair" and "good." See Supplemental Tables 1 and 2 for more details on these measures.
Less than half (46%) of the residents completed the MoCA form. It was the final standardized measure administered and some were fatigued by that time in the interview. Many residents refused to complete all or parts of the MoCA. Others were not physically able to complete the visuospatial/executive portion of the MoCA due to physical disability, including blindness resulting in 45% missing data for this domain. Other domains had completion rates ranging from 76% (orientation) to 68% (attention). Of the 119 residents who completed all parts of the MoCA, 75% showed some form of cognitive impairment. The median score was 21, indicating mild cognitive impairment, and 25% percentile was 16, indicatinge moderate cognitive impairment (https://www.mocatest.org/faq/). We now report on the univariate distribution of the Resident VIEW items. Table 2 presents all 63 items by domain with the distribution of ratings for both importance and experience. In addition, Cronbach's alpha coefficients are reported for each of the subscales. The alpha coefficients for the domains of personalized care, knowing the person, treated like a person, and relationship with staff are high, indicating that the items within these domains work together well (Pedhazur & Schmelkin, 1991) . The domains of meaningful activity and autonomy and choice are satisfactory for research purposes ranging from .70 to .75. The items in the domains for physical and organizational environments work less well together as indicated by alpha coefficients ranging from .57 to .63. As expected ratings of importance for items varied, from just 23% of the sample saying that having things in common with the staff was very important to almost all (93%) of residents rating being treated with respect as very important (Table 2) . Overall, items within the personalized care and being treated as a person domains received the highest ratings of importance, and items in the knowing the person and meaningful activities domains received the lowest. The large variation in the percentages of individual items indicates that what residents find important differs. Some things, such as that the place is run well or that staff have time to help residents when they need help, were rated to be very important by almost all NH residents. Other things were found very important by only a minority of residents. For example, only about one quarter (23%) of residents found it very important for them to have things in common with staff, an indicator of relationships with staff. Similarly, less than half of the residents identified staff knowing how they like to spend their time as very important. These findings illustrate the importance of asking residents' preferences and not presuming to know what they may or may not want.
We next examined experience and again found substantial variation. Most residents reported that the staff treated them with kindness (84%) and that they felt welcome in areas outside of their room (85%). In contrast, fewer than 30% of residents reported that they experienced support such as staff knowing what they worried about, spent time just talking or being with them, had things in common with them, or the resident had a say in who worked in the NH. Actual experience can affect self-reported well-being as measured by average QOL-AD and PHQ-9 scores ( Table 3) . Many of the items across all domains were significantly associated with QOL-AD and several items within the personalized care and treated like a person domains were also significantly associated with lower levels depression.
The current study was also aimed to explore the relationship between the importance and experience ratings. The last column of Table 2 presents the rho coefficient for each item, which refers to Pearson's correlation coefficient between responses to importance and experience questions for each item. Experience and importance relationships between many of these items were quite strong, indicating that for these items, there is substantial congruence between what people want and what they receive. Examples include doing physical activities, taking care of plants, sharing your wisdom with the people who live here, and doing things to help others. At the same time, items that were very important to some residents were not received by many of those same residents (e.g., staff responding quickly to your needs, taking a shower or bath when you want to, the people who work here have a good attitude). In contrast, some residents experienced support that they had not rated as very important (e.g., you feel welcome in areas outside of your room). Discrepancies between items rated as very important and actual experience indicate areas of unmet need, a situation shared by many of the participants in this study. For example, a substantial proportion of residents who found it very important to get up or bathe when they wanted, did not experience those things. Similarly, many residents did not fully experience staff with good attitudes, or staff who knew who was important to them or how they liked to spend their time.
Finally, the Resident VIEW was developed with the assumption that the lack of a particular service or item can hurt most those who find it important for their lives and well-being. Therefore, when we examine importance and experience together, we expected to find the lowest scores in well-being among those who rated an item very important but were not getting it. To test this expectation, we calculated PHQ-9 and QOL-AD scores for four groups of respondents (very important vs. all others and those who responded yes to the experience question vs. all others) for each item. On the whole, those who rated something as very important and experienced it had higher QOL-AD and lower PHQ-9 scores ( Supplemental  Tables 3 and 4 ). The strongest association between experience and outcomes was for those who rated an item as very important. However, experience was also beneficial for those who rated it less important or not important at all. Therefore, these findings suggest that receiving support associated with PCC may be beneficial regardless of ratings of importance assigned by residents.
Discussion
Implications for Research
This article presents initial analysis of data collected to validate the Resident VIEW in NH. The research team was able to recruit a representative sample of Oregon NHs located within a 100-mile radius from the university and complete 258 interviews with residents who were not initially screened for cognitive impairment but were able to complete the interview successfully. This survey design was not particularly efficient and slowed data collection, but it did allow us to successfully include the voices of many cognitively impaired residents who otherwise might not have been heard.
In the course of this study, we identified new items (e.g., "how important is it for you to have a say in who helps you?") as well as a few problematic ones. Accordingly, the Resident VIEW underwent minor revisions and is currently being tested in communitybased care (CBC) settings across Oregon (Resident VIEW-CBC). CBC settings include assisted living, residential care, and adult foster care homes. Adult foster homes are small (one to five residents) residential settings licensed to provide support to frail and disabled adults (Carder, Tunalilar, Elliott, & Dys, 2018) . We will repeat these analyses using the CBC data to identify similarities and differences across setting type. We may find core items that work well across settings as well as items that are setting specific.
Further analysis is needed to finalize the Resident VIEW measure for use in NH. A priority is to reduce the number of items included in the measure. The median time to complete an interview was almost an hour (58 min). This is similar to the time it takes to complete the Minimum Data Set (MDS) for each resident . Considering the high acuity levels of NH residents (and also adult foster care residents), the Resident VIEW in its current form is clearly too long to be used extensively in research or practice. For example, several items appear redundant and others have little variability. We continue analysis to identify the empirically and conceptually strongest items. As part of this process, we will explore the value of asking both about importance and experience or whether questions about experience are sufficient.
In the future, we plan to examine whether aggregate Resident VIEW scores within facilities are associated with various quality indicators at the organizational level as well as with staffing and the environmental context. Such information could help guide policy and practice with the aim of increasing PCC resident experiences by prioritizing and providing the support that matters the most to them.
Given the cross-sectional nature of the data, we are limited in our analysis to examining contemporaneous associations between variables denoting importance, experience, and well-being. Increasingly, longitudinal designs are examining the change and stability in preferences of NH residents (Feinberg & Whitlatch, 2001; Van Haitsma, Crespy, et al., 2014) . Within-resident variation in preferences potentially can be linked to dissatisfaction with an NH, especially if care plans are not updated to ensure residents' changing needs and desires are taken into account.
Finally, we were unable to collect data on several resident characteristics that we expect play an important role in the formation of preferences. For instance, we excluded items pertaining to personality traits, especially as they relate to resilience and adaptability to the environment, due to concerns with respondent burden. Similarly, we did not collect extensive data on our respondents' external social support outside of the NHsuch as from family, relatives, and friends-nor did we capture information about social visits. Even with these limitations, we contend that studies such as ours continue to increase our understanding regarding LTC residents' preferences and experiences as well as how the interaction of these two dimensions may affect their well-being and quality of life.
Conclusion
This research was initiated to develop a measure that elevates the voices of residents in LTC residential settings about what is important to them and what they experience in their daily lives, addressing a major gap in PCC research. We were able to successfully interview residents with multiple levels of physical and cognitive abilities in a representative sample of Oregon NHs. We found that ratings of importance vary which reemphasizes to providers that in many areas assumptions cannot be made about what an individual resident will find important. We also identified areas of congruence and incongruence in ratings of importance and experience and learned that congruence of ratings of "very important" with what the person experiences is often predictive of well-being, although not statistically significant. When completed, the Resident VIEW can be used in future research to examine whether specific practices contribute to individualized support and well-being among residents with diverse experiences, preferences, and needs.
